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OZET

Pitted keratolizis (PK) cesitli etkenlerin neden oldugu, primer olarak ayaklari nadiren de palmar bdlgeyi etkileyen
enfeksiydz bir hastaliktir. Yirmi iki yasinda erkek hasta, ayagin plantar yiziinde, ézellikle de topuklarda olan, tipik krater
benzeri ¢ukurcuklarla basvurdu. Deri kazinti érneginde direkt bakida gram (+) kokkuslar gérildi ve kiltirde Kytococcus
sedentarius izole edildi. Oral eritromisin ve topikal fusidik asid krem tedavisi ile (¢ haftada tam iyilesme elde edildi.

SUMMARY

Pitted keratolysis (PK) is an infectious disease primarily affecting the feet and, occasionally, the palms of the hand
associated with various causative agents. A 22-year-old man presented with PK, demonstrating the typical crateriform
pits on the plantar surface of the feet, mainly on heels. On skin scraping, Gram(+) cocci were demonstrated, and in the
culture Kytococcus sedentarius was isolated. Complete clearence occured following a three-week administration of oral

erythromycin and application of topical fusidic acid cream.
INTRODUCTION

PK is a superficial skin infection which produces
asymptomatic pits of the stratum corneum and usually
involves soles of the feet and, occasionally, the palms of
the hand as collarettes of scale (1). This bacterial
infection was initially named keratoma plantare sulcatum
by Castellani in 1910, but the name was changed to pitted
keratolysis by Taplin and Zaias in 1967 (2). The disease
was first seen in those who went barefooted during rainy
season (3). PK occurs worldwide. It can be seen in both
tropical and temperate environments.

CASE REPORT

A 22-year-old man presented with asymptomatic, discrete,
circular lesions localizing in the plantar region, mainly on
the heels with a punched-out appearence and typical
cratiform pits (Fig I). The patient was complaining about
malodor of the foot and regularly going to the swimming
pool. The physical examination of the patient was normal.
In Gram-stained scrapings, Gram-positive cocci were
observed. We  cultured an organism identified as
Kytococcus sedentarius on the basis of colonial
morphology, micromorphology (Gram+ coccus),
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biochemical reactions (oxidase+, mannitol+). Micrococcus
is susceptible to Bacitracin and Erthromycin. Aerobic
cultures on blood agar showed tiny, muddy-yellow
colonies without hemolysis after 24 hour of incubation.
After 48 hour the size of colonies increased, a feature
typical of Kytococcus sedentarius, which is known to grow
more slowly than other members of the micrococcus
genus (4).

The patient was put on oral erythromycin and topical
fusidic acid. Complete clearence occured following a
three-week treatment.

DISCUSSION

PK is a superficial infection of the skin producing circuler
erosions on the soles. Severe cases were more frequently
reported in tropical regions but rarely seen in temperate
ones. Both males and females should be affected;
however, most written case reports or studies have
involved male patients (2,3).

Although PK of the foot is generally considered to be
caused by bacteria, there is confusion regarding the
identity of the causative organism species of
Corynobacterium (5), Actinomyces, Dermatophilus (6) and
Micrococcus (7) have been proposed by various
investigators. Under appropriate conditions these bacteria
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proliferate and produce protienases that destroy the malodor. The malodor associated with PK is presumed to
stratum corneum, creating pits (8,9). be the production of sulfur-compound by-products, such
as thiols, sulfides, and thioesters (2,3,9). Foot odour and
sliminess as well as soreness and itching may be occur
(9). Rarely palmar lesions may be seen. Clinical diagnosis
is not difficult, based on its unique appearence (1,10). In
the biopsy taken from the lesions, the presence of the
microorganisms in the walls and bases of the crateriform
defects in the upper layer of the stratum corneum has
been observed (3).In differential diagnosis, hyperhidrosis,
erytrasma and tinea pedis have to be considered, but the
lesions are easily recognisable (2). In the treatment of the
PK, treatment of hyperhidrosis, sodium fusidate ointment
are recommended. Imidasoles, topical and oral antibiotics,
such as erythromycin or clindamycin are curative (2,10). It
has been reported that the skin with as well as without
lesions contains bacteria; therefore, medication must be
applied to whole surface of the soles (10). In our patients,
Figure 1. Planter crateriform lesions of the patient. who had typical PK lesions, Kytococcus sedentarius was

. ) isolated in the culture. After three-week of treatment
There are numerous superficial erosions of the horny layer  ¢ompjete clearence was observed.

of the soles and the under-surfaces of the toes. All parts of
both soles may be affected. The disease is often
associated with hyperhidrosis and sometimes with a
REFERENCES
1. Lee HJ, Roh KY, Ha SJ, Kim JW. Pitted keratolysis of the palm arising after herpes zoster. Br J Dermatol 1999; 140:974-5.

2. Hay RJ, Adriaans BM. Bacterial infections. Champion RH, Burton JL, Burns DA, Breathnach SM ed. Textbook of Dermatology.
5th ed. London: Blackwell Scientific Publication, 1999:1097-1179.

3. Takama H, Tamada Y, Yano K, Nitta Y, Ikeya T. Pitted keratolysis:clinical manifestations in 53 cases. Br J Dermatol 1997;
137:282-5.

4. Bannerman TL. Staphylococcus, Micrococcus, and other catalase-positive cocci that grow aerobically. Murray PR, Baron EJO,
Jargensen JH, Pealler MA, Volken RH ed. Manual of Cinical Microbiology. 8th ed. Washington: ASMPress 2003.348-404

5. Shelley WB, Shelley ED. Coexistent erythrasma, trichomycosis axillaris and pitted keratolysis. An overlooked corynobacterium
triad? J Am Acad Dermatol 1982; Dec;7(6):752-7.

6. Gillum RL, Qadri SMH, Al-Ahdal MN et al. Pitted keratolysis:a manifestation of human dermatophilosis. Dermatologica 1988;
177(5):305-8.

7. Nordstrom KM, McGinley KJ, Cappiello L. Pitted keratolysis: the role of Micrococcus sedentarius. Arch Dermatol 1987; 123:1320-
5.

8. Longshaw CM, Wright JD, Farrell AM, Holland KT. Kytococcus sedentarius, the organism associated with pitted keratolysis,
produces two keratin-degrading enzymes. J Appl Microbiol 2002;93(5):810-6.

9. Almaida HL, Castro LAS, Rocha NEM. Abrantes VL. Ultrastructure of pitted keratolysis. Int J Dermatol 2000; 39:698-709.

10. Odom RB, James WD, Berger TG. Bacterial infections, in Andrew’s Diseases of the Skin, ninth edition, WB Saunders Company,
London,2000,p.307-57.

118 Ege Tip Dergisi



